— 
Loe 
| 
| 
3 
| 
— 
t 
=p 
im 


\ TIC MAGAZINE 


is sent to you 


with our 
compliments 


: 
| ; 
4 


Painless Dentistry 


By J. D. LAWRENCE 


Editor's Note: TIC presents the first of two articles in a series on painless dentistry. It is one of the most 
definitive treatments of this interesting subject ever published. Mr. Lawrence had the cooperation of lead- 
ing dentists and dental authorities in the preparation of this excellent material. The manuscript received 
high praise from the experts who read it before publication. 


To the lay mind at least, the greatest problem 
facing dentistry today is the elimination of pain 
from dental operative procedures. 

That many dentists share this opinion is evi- 
dent from even the most cursory survey of tech- 
nical literature on the subject. Time and again, 
dental writers have pointed out that it is fear, 
rather than ignorance or lack of money, which 
keeps the majority of people from receiving ade- 
quate dental care. This fact has been confirmed 
both by statistical surveys and by informal sam- 
plings of public opinion. 

A good illustration of the public’s attitude is 
cited by Dr. Frank Entwistle, writing in Dental 
Survey for June, 1936. A dental salesman posted 
himself at the entrance to the dental exhibit at 
the Chicago World’s Fair. The salesman stopped 
the first 25 people who entered the exhibit and 
asked them if they saw a dentist regularly twice 
a year. Every one of the 25 answered no, and 
most of them gave the same reason: “I can’t 
stand that drill.” 

Dr. Chester J. Henschel, who has long been 
concerned with the subject of pain control in 
postgraduate dental education, made a similar 
survey during the last war, questioning several 
hundred people in the streets and subways of 
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New York City. More than half of those ques- 
tioned freely admitted that fear of pain kept 
them from making regular trips to the dentist. 


Two Schools of Thought 


* The attitude of dentists toward this problem 
varies considerably. One school of thought in- 
clines to the view that pain has already been 
largely eliminated from dental operations, and 
that the main problem is to overcome an irra- 
tional fear which still exists in the minds of the 
public. From this viewpoint, the answer to the 
problem would seem to be an intensive educa- 
tional campaign to convince the public that pain- 
less dentistry is now an accomplished fact. 

A good many other practitioners, however, feel 
that a definite problem exists within the profes- 
sion as well as in the minds of the public. This 
group feels that there is not only room for im- 
provement in present-day dental procedures, but 
that dentists must learn to make fuller use of the 
anesthetic techniques which are already at their 
disposal. As Henschel puts it (New York Journal 
of Dentistry, December, 1941): “The amount of 
anesthesia actually administered today is piti- 
fully small.” 
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The Nature of Dental Pain 


The whole question of dental pain is compli- 
cated by the fact that as yet no clear-cut under- 
standing of the physiological nature of pain 
exists, and hence there is no objective way of 
evaluating a given technique for controlling pain. 

Last year, Time reported a statement by Dr. 
Andrew C. Ivy, famous medical research scientist 
at the University of Illinois, to the effect that 
most of the pain people feel during dental drill- 
ing “is no doubt only psychic.” 

The present writer queried Dr. Ivy about this 
statement and received (in part) the following 
reply: 

“The quotation was partly true and partly 
false. 

“I defined pain physiologically as the psychic 
or mental adjunct of the primitive avoiding or 
protective reflex, which reflex animals without a 
cerebral cortex or a brain manifest. 

“It is the mental adjunct for the following 
reason. When the primary visual area of the cere- 
bral cortex of a man is stimulated directly by an 
electrical current, the man sees light or stars or 
has visual sensations. When the primary audi- 
tory area of the cerebrum is stimulated, the per- 
son has an auditory sensation or hears a buzz or 
clicks. When the primary area of touch and pres- 
sure in the cerebrum is stimulated, sensations of 
touch and pressure are felt. However, there is no 


portion of the cerebral cortex known which when 
stimulated directly will cause pain. That is, there 
is no primary area in the cerebral cortex for the 
preception or sensation of pain. 

“However, there are areas in the cerebral cor- 
tex which localize and interpret the cerebral 
effects of a stimulus which causes an avoiding 
reflex and is associated with an unpleasant effect 
we call pain. For example, an injury of a certain 
part of the cortex of the parietal lobe causes 
asymbolia for pain. The patient when pricked 
with a pin or burned, reports that he hurts but 
cannot state what part of his body is hurting or 
whether the hurt is due to a pin or a burn. Or, 
an injury of the frontal lobe of the brain may, 
like a dose of morphine, cause the patient’s atti- 
tude toward pain to change so that pain is not 
felt, or is ignored, or is not unpleasant or is not 
feared.” 

In addition to the lack of understanding of 
pain in general, there is no proven explanation of 
exactly how painful sensations are transmitted 
through the dentin of the tooth. Some authorities 
assert that nerve fibrils exist in the dentin. Others 
have based their explanations on the tubular 
structure of the dentin and the contents of the 
dentinal tubules. 

Further complicating the picture is the fact 
that the painfulness of a given operation often 
varies enormously with the individual patient. 
For example, a neurotic, jittery adolescent with 
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“A splendid survey of pain control.” 


“I have read with great interest your ex- 
cellent and comprehensive paper on dental 
anesthesia. May I congratulate you on a 
fine piece of work in covering a difficult 


subject.” 


“I would like to compliment you on this 


—_——What Leaders of Dentistry Say About This Feature-———— 


work. It is far above the usual articles of 
this type.” 


“I read with a great deal of interest your 
articles on painless dentistry. I found it 
highly instructive and of great benefit to 
anyone interested in this subject, particu- 
larly to those seeking a solution to the 
problem of pain during dental operations.” 


unusually sensitive teeth might be terrified of the 
drill, whereas a more mature, better-balanced 
patient with thoroughly calcified teeth would sit 
through precisely the same cavity preparation 
without a tremor. The latter patient would not 
only feel less pain, but would be better able to 
control the pain that he does feel. 


There is no question but that fear of dental 
operations is conditioned to a considerable extent 
by mental suggestion. Unfortunately, psycholo- 
gists are as much in the dark about the true 
nature of pain perception. 

In spite of the fact that the whole problem of 
dental pain bristles with difficulties, an extraordi- 
nary amount of fruitful work has been accom- 
plished in this field in recent years. The results of 
this work have brought the goal of truly painless 
dentistry nearer than ever to realization. 


General Anesthesia 


Before surveying these accomplishments, it 
might be well to consider the advantages and 
limitations of the pain-preventive techniques 
which are now in general use by the dental pro- 
fession. 


The two chief techniques are, of course, gen- 
eral and local anesthesia. General anesthesia had 
its beginnings more than a century ago with the 
discovery of the practical anesthetic properties of 
nitrous oxide by Wells, Morton, and others. 
Nitrous oxide mixed with oxygen is still an over- 
whelming favorite for general anesthesia during 
dental operations, although a number of other 
gases and gaseous mixtures have been used for 
this purpose, and the list is still being added to. 
Perhaps the most promising of the new gaseous 
anesthetics is cyclopropane, which is favored by 


many medical experts (but at present not by 
dental authorities) over both nitrous oxide and 


.ether. Advantages claimed for cyclopropane are 


that it acts faster than either nitrous oxide or 
ether; that it causes no nausea or irritation; and 
that the patient comes out of it more quickly. 
Intravenous anesthetics, though cheap and easy 
to administer, require too much caution and 
specialized knowledge on the part of the opera- 
tor ever to become widely popular for dental 
work. 

The future of general anesthesia in the dental 
field seems extremely dubious. True, “gas” pro- 
vides an effective, reliable, and comparatively 
pleasant method of eliminating pain. On the 
other hand, patient fatality is a definite and ever- 
present danger. There is also the by-no-means 
remote possibility that the patient may get out of 
hand and seriously injure himself during the 
“excitement” stage of anesthesia. 

The increasing realization among the medical 
profession of the complexities and dangers of 
anesthesia have in the last decade led to the 
establishment of anesthesiology as a separate 
and specialized branch of medicine. The best 
modern hospital practice even places the anesthe- 
tist rather than the surgeon in complete charge 
of the operating room. In view of these develop- 
ments, it would seem unwise for the average 
dental practitioner to use gaseous anesthesia too 
extensively. As Dr. Kannon Sheinman puts it 
(Dental Outlook, July, 1939): “There is no 
sound reason for believing that a D.D.S. can do 
what the most reputable and efficient M.D. would 
not even attempt.” 

This is not to imply that inhalation anesthesia 
will not continue to have a place among the den- 
tist’s techniques of pain-prevention. Eventually, 
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however, its use seems certain to be restricted. 
Whether or not a way will ever be found to pro- 
vide dentists with the services of trained special- 
ists in anesthesia remains a question mark. 

An alternative to complete anesthesia is anal- 
gesia —a state of very light or incomplete anes- 
thesia produced by nitrous oxide mixed with a 
high percentage of oxygen. Analgesia is ex- 
tremely popular with some operators, who con- 
sider it speedy, simple, and free from the usual 
“hangover” complications. Many other dentists, 
however, hold precisely the opposite opinion. 
Whatever the truth of the matter, analgesia is 
probably subject to the same dangers and limita- 
tions as complete anesthesia. 


Local Anesthesia 


Far and away the most popular method of pain 
prevention in dentistry is local anesthesia. Local 
anesthesia was first demonstrated by Karl Koller 
in 1884, using cocaine. Its possibilities for dental 
use were quickly grasped, but unfortunately 
cocaine proved poisonous and no further progress 
was made in the matter until 1904 when “novo- 
cain” (procaine) was developed by Alfred Ein- 
horn. In its modern forms, procaine is still the 
most widely used local anesthetic, although sev- 
eral other drugs have their adherents. Mono- 
caine, one of the newer anesthetics, has received 
a good deal of publicity but the concensus of 
opinion seems to be that it is in no way superior 
to procaine. 

There are two important limitations to local 
anesthesia (quite apart from the rare cases of 
patient idiosyncrasy). First, it does not always 
effectively eliminate pain during cavity prepara- 
tion or the removal of pulps. Second, the fear of 
the needle is, in some patients, almost as great as 
the fear of the dental operation itself. Anyone 
who doubts this has only to refer to a news story 
which appeared in the New York Times, Decem- 
ber 11, 1943. The story concerns a patient with a 
bad toothache who walked into the office of Dr. 
Louis Sirkus of West New Brighton, Staten 
Island, asking to have the tooth pulled. As Dr. 
Sirkus reached for his instruments, the patient 
gave way to sudden panic. Jumping out of the 
chair, he dived through a closed window, landing 
in a shower of glass on the pavement, ten feet 
below. Just incidentally, this terrified patient was 
neither a woman nor a child but a husky war- 
worker. It has been pointed out that he was no 
doubt a pathological case, suffering from aichmo- 
phobia (morbid fear of sharp points); but this 
hardly invalidates the conclusion that the hypo- 


dermic needle can become the focus of severe 
anxiety. 

Theoretically, the prick of the needle may be 
rendered painless by a topical anesthetic applied 
to the gum. Actually, this is a doubtful solution 
to the problem. For one thing, the structure of the 
gum tissue tends to prevent effective penetration 
of the anesthetic. Another drawback is that many 
anesthetic agents, being insoluble in water, must 
be dissolved in alcohol, which is likely to cause 
painful sloughing of the mucosa. 

Investigations have shown that even the best 
of the topical anesthetic solutions has only a 
limited effectiveness; and even in cases where a 
given solution is beneficial, there is some question 
whether the result may not be largely psycho- 
logical. Ostrander (Journal of the Michigan State 
Dental Society, November, 1941) sums up the 
situation as follows: “In view of these facts, it 
would seem that for the average patient much 
more can be accomplished by the use of sharp 
needles and a careful injection technic than by 
topical anesthetics . . . Topical anesthetics may 
be of value in certain special cases, particularly 
as an aid to chairside psychology, but the routine 
use of any of the existing solutions does not seem 
to be indicated.” 
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Sedatives and Anodynes 


There remains one method of minimizing pain 
which has been neglected by many dentists. This 
is the use of sedatives and anodynes for purposes 
of premedication or postmedication. Such drugs 
may be given (1) to insure a good night’s sleep 
for the patient either before or after the dental 
operation; (2) to reduce nervousness and jitters 
in the dentist’s office; or (3) to allay pain or 
other unpleasant after-effects of the operation. 
Obviously such drugs must be used with caution. 
Nevertheless they have a definite place in the 
armamentarium of every dentist. The gratitude 
and increased cooperativeness of patients to 
whom they are given often far outweighs the 
relief actually afforded by the dosage. 


Thermal Control Apparatus 


So much for the techniques of pain-prevention 
which are now in general use by dentists. Let us 
now consider some of the new and promising 
developments in this field. 

Probably the most immediately important 
development is the thermal control apparatus for 
dental drilling, worked out by Dr. Henschel. 
Briefly, this is a device for playing a continuous 
jet of warm water on the patient’s tooth at the 
point of drilling. Results indicate that its use 
completely eliminates the pain of drilling for 
about 50 percent of patients; that another 25 per- 
cent feel only slight discomfort; and that the 
remaining 25 percent require some kind of 
anesthesia. 

Henschel’s device is based on the theory that 
most, and in many cases all, of the pain felt dur- 
ing drilling is caused by the heat generated by 
the revolving instrument. He found that the 
“thermal tolerance zone” of dentin is roughly 
from 85° F. to 130° F. Pain occurs whenever the 
temperature goes above or below this range. 

Not so long ago, it was generally taught that a 
dry bur cuts better and that moderate drilling 
causes only a negligible rise in temperature. Hen- 
schel proved that the latter assumption was 
based on grossly inaccurate measurements and 
that the temperature at the actual point of con- 
tact of the bur rises far above the tolerance limit 
of 130° F. His findings have since been independ- 
ently verified by Australian researchers. 

As a matter of fact, the idea that drilling can be 
rendered less painful by cooling the contact area 
is not a new one. Attempts to perfect a water- 
spray apparatus date back many years. Many 
dentists have made use of a water syringe in the 


hands of an assistant. Recent attempts along the 
same lines have employed both air and carbon 
dioxide as the cooling medium. 

The first practical water-spray apparatus — 
called the “Oratunder” — was developed by Hof- 
schneider in 1923. This device embodied an elec- 
trically operated valve for spraying revolving 
dental stones with warm water. One of these units 
has been in use for over 25 years by Dr. Charles 
Ogur of Brooklyn. 

In 1926, Hofschneider produced a simpler de- 
vice, mechanically operated by the engine cord, 
which, however, included no arrangement for 
preheating the water. Henschel and several as- 
sociates became enthusiastic users of this device. 
Later they became dissatisfied with its limita- 
tions and by 1941 had worked out their own 
apparatus. 

In its original form, the thermal control ap- 
paratus consisted of an electrically-operated 
valve for controlling the flow of water, a reser- 
voir where the water is heated, and attachments 
to the hand-piece and contra-angle which direct 
the stream of water on the working edge of 
the revolving instrument. 

During the war, Dr. Leon Lieber, one of Hen- 
schel’s associates in developing the thermal con- 
trol apparatus, introduced the device at Kelly 
Field, Texas. Results were so successful that the 
device came into use at many military and naval 
bases. Later the thermal control apparatus was 
placed in commercial manufacture. 


Advantages of Thermal Control 


Besides the elimination of pain and the avoid- 
ance of anesthesia, the following advantages are 
claimed for the thermal control apparatus: 

Cutting speeds are limited only by the 
motor speed and the quality of the in- 
strument. The cutting instrument can 
be applied steadily, with little or no 
intermission. As a result, cavities can 
be prepared from four to six times as 
fast as with dry burs. 
The cavity is kept clear of accumulated 
debris at all times. Visibility may be 
further improved by the magnifying 
effect of the water meniscus. The color 
contrast between diseased and healthy 
dentin is also greater in the wet state 
than in the dry state. 
Bur blades and the pores of stones 
never clog. Burs and stones last much 
longer, and their cutting action is bet- 
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ter under a stream of water than in the 
dry state. 

The avoidance of thermal shock elim- 
inates post-operative toothache and 
other unpleasant after-effects. 

Dr. Henschel stresses the importance of the 
fact that his device delivers a fine, solid stream of 
water — “like a stick of lucite,” to quote his own 
phrase. A diffuse, splashy spray is normally un- 
desirable since it impedes vision and tends to 
fog the dentist’s mirror. 

Although water is the best “heat sponge,” air 
may sometimes be used to advantage, as with 
paper discs, where it serves better than water. 
The latest thermal control unit has therefore 
been designed to deliver electrically synchro- 
nized water or air (at 30 pounds per square 
inch) or both simultaneously as a spray. The 
apparatus will also serve as an air syringe or 
water syringe, actuated by touching the toe to 
the foot controller. 

Incidentally, Dr. Henschel has applied his 
thermal control principle to the application of 
medicinal reagents. He has found that hyper- 
sensitive dentin can be medicated entirely with- 
out pain — even when silver nitrate or chloroform 
is applied —if the reagent is first warmed to a 
temperature within the thermal tolerance zone 
of 85°F. — 130°F. 


The Airbrasive Technique 


Another solution to the problem of drilling, 
which in the long run may prove to be even more 
important than the thermal control apparatus, 
is the airbrasive technique developed by Dr. 
Robert B. Black of Corpus Christi, Texas. This 
method is entirely different from ordinary drill- 
ing. The instrument does not even touch the 
tooth being operated on. The cutting action is 
accomplished by means of a needle-like jet of 
air into which a small amount of finely powdered 
abrasive (aluminum oxide) has been introduced. 
The used abrasive and tooth debris are con- 
tinuously removed from the patient’s mouth by 
means of a vacuum device incorporated in the 
handpiece. Operation of the instrument is con- 
trolled by a foot pedal. 

Dr. Black believes that the unpleasantness and 
apprehension caused by ordinary drilling derive 
from four factors: 


The pressure exerted against the tooth. 
Many patients are acutely conscious of 
this pressure, and fearful that the oper- 


(The second and concluding article in this two-part series on painless dentistry will appear in April TIC. 


ator’s hand may slip, causing the instru- 
ment to puncture the gums, tongue, or 
cheek. 

The heat generated by friction (a ma- 
jor source of pain). 

The mechanical vibration, which is 
transmitted through bone directly to 
the patient’s brain, and which is usually 
interpreted as sound. 

The unpleasant grinding noise of the 
drill. 

The airbrasive method completely eliminates 
these four sources of discomfort. There is no 
vibration, no detectable pressure against the 
tooth, no heat factor, and the only audible sound 
is the slight hiss of the air stream. 

Additional advantages of the airbrasive 
method include: 

Increased cutting speed. Cutting action 
is approximately three times as fast as 
drilling. 

Elimination of tension on the part of 
the operator. No finger bracing is neces- 
sary and the hand and fingers are in 
a state of comparative relaxation while 
operating. The instrument is held in 
a pencil grip. 

Elimination of danger to soft tissues. 
Although the airbrasive stream is a 
powerful cutting agent against hard 
structures, it has practically no effect 
on soft tissues. If the cutting stream is 
accidentally directed against the mu- 
cosa or the finger, no injury is done. 

At the time Dr. Black originally made public 
his research (Journal of the American Dental 
Association, August, 1945), the airbrasive ap- 
paratus had been:used only on a limited number 
of patients, and only class one and class five 
cavities had been prepared in the mouth. Since 
then, in a personal communication to the writer, 
Dr. Black states that: “In the last three years 
experience on several hundred patients has in- 
dicated that the airbrasive handpiece is capable 
of performing all the basic types of cavity prep- 
aration quickly and without pressure, vibration, 
heat, and objectionable grinding noises associa- 
ted with the drill.” 

The airbrasive apparatus is now undergoing 
commercial development by the S. S. White 
Dental Manufacturing Company of Philadel- 
phia, which declines to release any information 
until development work is completed. 


It will deal with the ultrasonic drill, dentin anesthetics, the psychological approach to pain-prevention, 
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Second String on the Fiddle 


By HARRY PEAKE, L.D.S., D.D.S. 


I was sitting in a crowded auditorium one 
night listening to. a talented violinist. Snap! A 
string on his instrument broke: But, with never 
a pause in his bowing, the artist went on and 
finished the number. 

Life should be like that, but how many pro- 
fessional men are there who, if suddenly de- 
prived of their present way of earning a living, 
could turn to another without a pause? 

This is not an Horatio Alger success story, but 
it may give you an idea of how a second string — 
and even a third and fourth—sometimes be- 
comes the first string, and saves a situation which 
would otherwise be rather grim. 


Photography — Dogs — Writing 


During my years of dental practice before the 
last war I had several interests outside my of- 
fice. Since early boyhood, photography had been 
one, and I went into it quite deeply. This in- 
volved a combined study of chemistry and art, 
as well as the mechanics of taking, developing, 
printing and enlarging photographs. In later 
years I spent a lot of money producing photo- 
graphs which were shown in salons throughout 
the world. It was an outside interest, broaden- 
ing, diverting and expensive — but I learned a 
lot of photography. 

During this time I always had a thoroughbred 
dog or two around. This was not because I was 
breeding them or going in for showing, but I 
like dogs. I studied them, and read everything I 
could find on their feeding, ailments and han- 
dling. 

My third outside interest was writing. Ever 
since the day I was “mentioned in dispatches” 
for the graphic account I handed in as a com- 
position, describing the sufferings of my teacher 
in the nether world —I didn’t mention her name, 
but there was no doubt as to the identity of the 
writhing victim—I had yearned to write the 
Great American Novel. Naturally, one doesn’t 
have much time to produce literary gems on the 
office portable, but I kept hammering at it. When 
I sold a story for five dollars, there was cause for 
jubilation in the camp, for I was proving, to 


myself at least, that I was a writer as well as a 
dentist. 

During my “hitch” in the armed forces there 
was little time for anything but the job at hand. 
I was stationed at an “East Coast Port,” and since 
the barracks were full to overflowing, was living 
“on, subsistence.” Five or six miles outside the 
city was a tourist camp which had been taken 
over by service men and their families to form 
a small town, and here the Skipper and I holed 
up. 


The Second String 


Then came my crack-up, a medical discharge, 
and one more dentist was faced with the problem 
of playing on the second string for a time at 
least. 

After consultation with the Skipper and a 
talk with the owner of the tourist camp, who 
agreed to let us have the use of a large, clean 
shed which was on his property, I decided to 
invest in some thoroughbred dogs and start a 
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kennel. So, a few months later, Timberlea Cocker 
Kennels were helping to supply an ever-increas- 
ing demand for puppies. 

However, the income from breeding pups was 
meagre. Our stock was limited, and many of the 
service men in the district already had dogs; 
besides, they were unable to keep them in their 
city quarters. This gave rise to our next venture, 
and we enlarged our layout and took in canine 
boarders. Having a beautiful spot in which to 
entertain prospective customers, and with some 
of the top-rating cockers in that part of the 
country to show off, it wasn’t long before our 
kennels were well known, and we had a waiting 
list for our puppies. 


The Third String 


The dogs were by now quite a paying prop- 
osition, but I still relaxed with my camera. One 
day I was taking a photograph of a promising 
pup when one of the villagers came past. “Who 
develops your films?” I was asked. When I re- 
plied that I did it myself, the news traveled. It 


PEGG’S COVE, NOVA SCOTIA 
A fine example of Peake photography. 


VIRGINIA 


wasn’t long before photography was also a pay- 
ing side line. 

Due to the unprecedented number of films be- 
ing taken to the drug stores in the city, service in 
the developing and printing line had slowed to 
a walk. This was another chance to capitalize on 
what had been a hobby of mine. I fixed up a 
darkroom, built myself a printing machine and 
enlarging camera with some spare parts I man- 
aged to scrounge — and from then on did all the 
developing, printing and enlarging for our little 
community. 


The Fourth String 


During the initial stages of getting our kennel 
started, and our photographic studio under way, 
there wasn’t much time for the portable. But as 
things got organized, the urge to write came back 
as strong as ever. 

At first I did numerous human-interest stories 
about our dogs, which sold the first time out. 
Then my agent approached me to do a book on 
breeding dogs for the amateur. I agreed, but it 
was with fear and trembling that I submitted 
my manuscript. 

Time went by, and I had come to the con- 
clusion that my first book had come to the point 
where it should be given decent burial. Then 
came a contract to sign, and a cheque for advance 
royalties! That is a thrill which only the man or 
woman who has sold a first book can understand. 
It breathes fresh strength into sagging limbs and 
puts new spirit into a weary heart. 


Back on the First String 


The emergency is over now, and I have re- 
sumed the practice of dentistry. The kennels 
have been reduced to three dogs—a far cry 
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from the 25 or 30 we had previously. My photo- 
graphic equipment is covered with dust, and is 
only dragged out for family reunions or such- 
like. And the typewriter—is working harder 
than ever. 

There may be some who will think it infra dig. 
for a dentist to turn to breeding dogs or doing 
developing and printing on a commercial basis. 
My answer is that no way of earning a living is 
beneath one’s dignity, provided the method is 
honest, and is the result of an emergency. 

Dentistry is still my profession, but now there 
is a difference. I know I can turn to other means 
of making my living if I have to. Previous to my 
experience with the dogs I felt as most dentists 
do. I realized I must make as much as I could 
while conditions were favorable and my health 
was good. I must carry all the insurance I could, 
and lay by for a “rainy day.” Now, even if I 
were totally incapacitated and had to give up 
dentistry for good, I have the knowledge that 
I could still earn my living. 


A Second Line of Defense 


I am not for a moment advocating that a man 
turn his back on dentistry. If I felt that way 
about it I would not have gone back to practice 
again as soon as I was able. I have a strong con- 
viction, however, that every dentist should have 
a second string to his fiddle, call it avocation 
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hobby or outside interest. I am also convinced 
that a man should choose that avocation with an 
eye to the future, and pick one which could, on 
occasion, be used as a second line of defense in 
the battle for existence. If he is never forced to 
give up his profession, he will have a very neces- 
sary form of relaxation. It will take him out of 
the rut so many professional men get into, and it 
will also give him the assurance that, should the 
strain of operating become too great, he can still 
be a useful part of the community. Even though 
he may never need the money which could be 
earned this way, the psychological effect will be 
of great benefit to him. Besides all this, the 
knowledge which he gains in this manner is 
broadening in a cultural way. 

When I returned to practice, I did so in a 
small town. I bought a house with an acre of land, 
and that acre is all under cultivation. As a hobby, 
gardening takes me out in the open air. It pro- 
vides me with strengthening exercise which my 
back needs so badly. I am six-foot-two, and after 
a day spent at the chair I need some exercise to 
straighten out the kinks. But over and above 
that, the produce grown on this land is sufficient 
to carry interest on my investment, and the 
taxes. It also gives me the feeling that whatever 
comes or goes, we can at least eat three (or 
more) square meals a day. 

So, I am like the violinist when he starts his 
solo. He expects to complete his number using all 
four strings, but an accomplished artist is not 
going to be stopped if one should break. I ex- 
pect to finish my solo using dentistry as my 
vocation. However, should this string break, I 
know I can finish my number on the other strings. 
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Doctor, Your Income Tax Is Due 


By J. RICHARD DEAK 
MEMBER OF THE NEW YORK STATE BAR 


Editor's Note: This article deals primarily with prof 


tax reporting rather than personal-income re- 


turns; with the “cash basis” instead of the “accrual basis.” The material is meant to be a broad outline, not a defin- 
itive treatise. For additional data, obtain a copy of the 16-page pamphlet How To Prepare Your U.S. Income Tax 
Return, from your local Collector of Internal Revenue. Or send 25 cents to the Superintendent of Documents, Gov- 


You will soon be struggling with pamphlets or 
books explaining how to prepare your income- 
tax report. Or you will assign this chore to a “tax 
expert,” and gladly pay him a fee for relieving 
you of the task. Whichever course you choose, 
you should understand some basic facts and 
fundamental principles of income-tax prepara- 
tion. Such knowledge will expedite your work if 
you do it yourself; or it will enable you to check 
intelligently on the work of a tax counselor, if 
you employ one. In either situation, it is quite 
possible that a good grasp of the principles in- 
volved may save you money. 

This article will, therefore, attempt to guide 
you through the maze of rules, regulations and 
interpretations. It will try to outline a sound, 
broad approach by listing and explaining major 
steps necessary for effective tax reporting. 

FIRST. Before you do anything else, Doctor, as- 
semble a record of all your income (professional 
and non-professional) and your costs and de- 
ductibles. Examples of professional (business) ex- 
penses and deductibles: rent, interest, taxes, busi- 
ness-casualty losses, and other costs connected 
with your professional income. (See A Check- 
List of Possible Deductions.) Other (personal) 
expenses and losses that may be allowable in- 
clude costs of getting rent or royalty income; and 
losses on sales or exchanges of property — to cite 
two examples. 

Unless you have all these data, neither you nor 
your tax consultant can begin to make an ac- 
curate return. 

SECOND. Decide which tax group you belong to, 
A, B, or C. 

If your gross income (all income, before de- 
ductions or exemptions of any kind) is less than 
$5,000 and taxes have been withheld by your 
employer, you are likely to be in the A group. 
You would then use Form 1040 A. 

If your adjusted gross income (your gross in- 
come less business expenses, losses on property 
sales and exchanges, costs of securing rents and 
royalty incomes, etc.) is under $5,000, from any 


ernment Printing Office, Washington, D.C., for a more detailed publication, Your Federal Income Tax. 


source, you probably are a B-taxpayer, and 
would use Form 1040. 

If your adjusted gross income is $5,000 or 
more, you are a C-taxpayer, and must use Form 
1040. 

One of the significant factors about these cate- 
gories is this: Taxpayers in the A group are al- 
lowed only 10 percent of their gross incomes as 
a deduction. B-taxpayers are permitted to de- 
duct business expenses, losses, etc., as described 
previously; and Form 1040 allows them, in 
place of all other credits and deductions, 10 per- 
cent of their adjusted gross incomes. Taxpayers 
in the C group are permitted all the deductions 
B-taxpayers are allowed in determining their ad- 
justed gross incomes plus certain personal ex- 
penses — contributions, medical costs, alimony, 
taxes, interest, etc. If the C-taxpayer’s adjusted 
gross income is more than $5,000, he is given a 
choice of a blanket 10 percent deduction, or 
$1,000 — whichever is the Jesser amount — instead 
of deducting the personal-expense items. Then 
again, B-taxpayers must use the tax table in 
Form 1040, but C-taxpayers must compute their 
taxes. 

THIRD. Understand your exemptions. Single 
persons are entitled to $600; married couples, 
$1,200. Single persons who are 65 years of age 
or over on December 31, 1948, get a $1,200 ex- 
emption. Married couples over 65 are allowed 
$2,400. A blind person is permitted an additional 
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Tax Time Table - 


MARCH 15 A really tough day, Doctor. 
Deadline for filing your 1948 tax return, 
and for paying the balance of your tax still 
due. Also—file your declaration of esti- 
mated tax for 1949, and pay one-quarter of 
that estimated tax. 


JUNE 15 One-quarter of your estimated 
1949 tax is due. Or correct your March 1§ 
estimate, if necessary; pay enough to make 
up one-half of the corrected estimated tax 
due, leaving the remaining one-half of your 
tax to be paid in the next two quarterly in- 
stallments. 


SEPTEMBER 15 Pay one-half of the balance 
of the tax due. Or correct your March 15 
estimate, if necessary; then pay enough to 
make up one-half of the corrected esti- 
mated tax due. The remainder of your tax 
will be payable on January 15, 1950. (Your 
last chance to correct your tax estimate.) 


exemption of $600, or a total exemption of 
$1,200. For each dependent the taxpayer is al- 
lowed an additional $600. Examples: S is mar- 
ried and has six children; he is allowed eight ex- 
emptions. N is single but blind; he is permitted 
two exemptions, or $1,200, X is single and sup- 
ports his 70-year-old mother; he is allowed two 
exemptions, not three, or $1,200. 

You cannot claim deduction for a dependent if 
that dependent had an income of his own of $500 
or more during 1948. 

FOURTH. Investigate the advantages of a mar- 
ried couple splitting their income and filing a 
joint return. In most cases this will save sub- 
stantial tax sums. Your wife need not have any 
income. If she has, merely add your gross income 
to hers, and deduct from this combined gross in- 
come the business deductions. This will give you 
the combined adjusted gross income. 

Then subtract your total deductions (per- 
sonal: charitable contribution, taxes, medical 
costs, etc.), or apply the blanket deduction if you 
choose that, to arrive at the combined net income. 

From the combined net income, subtract com- 
bined exemptions. (See THIRD above.) Reduce 
the resultant figure by one half. Your “tentative 
tax” is based on that halved figure. Example: If 
your taxable net income is “over $2,000 but not 


over $4,000” — let’s say it is $3,000 — your “ten- 
tative tax rates” for 1948 would be $400 plus 22 
percent of the excess over $2,000. Your “tenta- 
tive tax” then, would be $400 plus $220, or a 
total of $620. 

You then reduce this $620 by taking ad- 
vantage of the 1948 percentage reduction. In the 
case of this joint return, the reduction would be 
$68 plus 12 percent of $220, or a total of $94.40. 
This amount is substracted from the $640, leav- 
ing $545.60. 

This $545.60 is then doubled, making a total 
of $1,091.20, the tax you and your wife would 
pay on a joint return. 

FIFTH. While this new income-splitting pro- 
cedure will make it possible for many couples 
to save hundreds, even thousands, of dollars in 
taxes, it may not work out that way for a few 
couples because of unusual conditions. In other 
words, income-tax reporting is fraught with “iffy” 
situations and “yes-and-no” conditions. Try sepa- 
rate returns. Try a joint return. That is the only 
way of learning which method produces the most 
savings. The biggest problem can be met most 
effectively and the largest saving can be realized 
most surely only through painstaking checking 
and rechecking. 

Here are some things to do or watch out for: 

Double-check every figure. Have someone else 
go over your return — your lawyer, your wife, an 
adult friend, or your older children. 

If your tax seems unusually high, or low, ex- 
amine your mathematics, your deduction and ex- 
emption entries, and every other item on the re- 
turn. You'll find your error soon enough, if 
there is one. 

Don’t try to produce a good return in a single 
evening. You can’t do it, unless you are an A-tax- 
payer. Take your time. When you finish the re- 
turn, put it aside for a few days. Then take an- 
other look at it. 
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A Check-List of Possible Deductions 
(Professional expenses) 


BAD DEBTS. Deductible only if they have been previously reported as income, or the loans made 
are actually uncollectible. 

CONTRIBUTIONS. Donations and gifts made in the course of your practice to chambers of commerce, 
public, community, patriotic, scientific, educational, literary, religious and charitable organizations, 
EQUIPMENT, INSTRUMENTS, SUPPLIES. Costs are deductible where their useful life is short. (Sta- 
tionery, postage, books and monographs, anesthetics, impression paste, small instruments, elec- 
tric-light bulbs, etc.) If usefulness extends beyond a year, an annual depreciative allowance 


civic donations, flowers, etc.) 
LABORATORY COSTS. All such expenses. 


(But not if you are found guilty of a crime.) 


pairs and alterations, signs, decorations, etc. 


earning your income. 
SALARIES. All compensation paid to employes. 


etc. 


dering and repair. 


may be taken. (X-ray equipment, units, office and waiting-room furniture, etc.) 

Costs of renting or leasing office equipment are deductible. So are expenditures for repair- 
ing and keeping in good condition, instruments, tools, and equipment. 
GOOD-WILL EXPENSES. Expenditures for this purpose may be deductible. (Tickets for benefits, 


INTEREST. All interest paid on business and professional loans. 


LEGAL EXPENSES. Court costs, damages, and similar expenditures which stem from dental practice. 


MEMBERSHIP FEES. For dental societies and other professional organizations; assessments, dues. 
MOVING EXPENSES. Costs of moving your office to another location. 

OFFICE-MAINTENANCE COSTS. Rent, business taxes (real estate, employer-paid social security taxes 
paid by you as an employer, narcotic-permit, etc.), telephone, gas, water, electricity, certain re- 


OTHER EXPENSES. All other expenditures necessary to earn your income. 


PUBLICATIONS. Magazines, newspapers and other reading material purchased for waiting-room 
purposes. Also, the cost of professional journals, books and other special ptiblications used in 


TRAVELING. Expenses incurred by attending dental society and other professjonal meetings and 
conventions away from home (railroad fare, hotel bills, telephone and telegraph charges, tips, 


UNIFORMS, LINENS. Original cost of such items as well as the expenses incidental to their laun- 


Make sure you include all the deductions al- 
lowed you, and make equally certain you don’t 
list deductions that are not admissable. (See A 
Check-List of Possible Deductions. This list is 
not complete but it will give you an idea of the 
kinds of deductions to be considered. Don’t claim 
as deductions such items as amusement taxes, 
gasoline taxes and other federal excise taxes, un- 
less you paid such taxes in connection with your 
practice. ) 


Prepare a list of the data you should have but 
haven’t got because of inadequate daily record- 
keeping of expenses and income, and make cer- 
tain you will have such information recorded 
during 1949 to ease next year’s job of income 
tax preparation. 


Don’t be afraid to take legitimate deductions, 


but avoid “taking a chance” by entering dubious 
and questionable items. 

When you are reasonably sure that the re- 
turn is accurate and complete, file it — but don’t 
forget it, especially if you are making declaration 
payments. Those June 15, September 15 and 
January 15 dates have a way of coming like a 
series of shocks if you are not financially ready 
for them. 

Work out a plan of systematically putting 
aside the money you will need for tax payments. 
If you do this, you will take most of the sting 
out of income taxes Face the issue, once and for 
all, this year by setting up a savings system to 
meet tax payments. Only then can you be quite 
sure that income-tax time won’t shock you, upset 
your financial set-up, and jolt home and office 
every few months. 
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Bi for Relaxation 


PART II. DENTIST S. IRWIN SHAW — HYPNOTIST 


By JOSEPH GEORGE STRACK 
The second and final article in a series. 


Theoretically, all persons are more or less 
suggestible, that is, amenable to hypnotic treat- 
ment, according to hypnotherapists. However, 
hypnotic techniques, they explain, have not ad- 
vanced sufficiently to induce, for example, hyp- 
notic anesthesia in all persons. Under today’s 


’ methods, anesthesia can be produced in only 


one person out of three or four. Then again, not 
all persons are suggestible, and hypnotic phenom- 
ena cannot be produced in non-suggestible 
persons. 

But in the years to come, dentistry and medi- 
cine may find a wider and more effective use of 
this psychological tool, especially if the present 
resurgence of hypnotism continues. It has been 
estimated that no more than 15 per cent of doc- 
tors’ patients have purely organic diseases. The 
implications of the need, therefore, for psycho- 
somatic medicine and the application of psycho- 
therapy are apparent. Psychoanalysis, requiring 
several hundred hours per patient, at fees that 
are prohibitive for the hundreds of thousands of 
persons who need psychiatric services, cannot 
provide for these persons in the foreseeable fu- 
ture. Valid short-cuts are needed. Some psychi- 
atrists see a practical short-cut in hypnotherapy 
and hypnoanalysis. Hypnotism today is con- 
cerned largely with the use of hypnosis in the 
milder forms of functional disturbances. Hypno- 
therapy is employed in treating disease, whether 
organic or functional in origin. Hypnoanalysis 
is used to deal with the mental aspects of disease, 
and consists of combining psychoanalytic and 
hypnosis techniques. 

While the time element in hypnosis is a handi- 
cap in dentistry and surgery, since several pre- 
paratory sessions may be needed before a sug- 
gestible person can be effectively prepared for 
an operation, a number of dentists and surgeons 
employ hypnosis in certain cases, especially 
where the patient is allergic to gas—or drug- 
induced anesthesia. Dr. Shaw points out that in 
New York City a hypnotist specializes in pre- 
Paring timid patients for dentistry. His fees, how- 
ever, average $100. Leslie M. Lecron and Jean 
Bordeaux, in HYPNOTISM TODAY, explain that a 


person in whom anesthesia can be produced in 
the trance state may be conditioned, by means 
of post-hypnotic suggestion, so that it can be ap- 
plied in the waking state, either by the operator 
or by the subject himself. “This condition has a 
practical and desirable aspect,” the psychologists 
point out, “particularly when dental work is to 
be performed ... The wife of one of the writers 
is able to do this regularly when. in the dental 
chair.” 


Hypnosis in Surgery 

Dr. R. L. H. Simpson and M. F. A. Woodruff, 
two Australian physicians captured by the Japa- 
nese, employed hypnosis-induced anesthesia in 
a number of cases when they were without medi- 
cal supplies and anesthetic drugs. Major opera- 
tions without pain were among the 29 cases they 
reported. According to these men, “the advan- 
tages of hypnosis were elimination of nervous- 
ness; full cooperation of the patient; eradication 
of post-operative complications, such as nausea; 
reduction or removal of post-operative pain; and 
less bleeding and more rapid healing of wounds.” 

In attempting to explain anesthesia produced 
by hypnotism, Lecron and Bordeaux say: “The 
theory is that during sleep or when unconscious 
from other causes, such as a blow on the head, 
there is a shorting out of some nerve impulses. 
Under anesthesia produced by suggestion, prob- 
ably there is a similar short-circuiting and the 
impulses never reach the brain. Hence no pain 
is felt, no mental image seen, no sound heard 
and no taste or smell discerned if anesthesia for 
any of these senses is suggested.” 

While psychiatrists recognize the validity of 
hypnotic procedures, especially in the hands of 
a skilled, professional operator, and believe that 
availability of such skilled operators would count 
heavily in making inroads on the great burden 
of mental illness in the world, they actively dis- 
courage laymen from attempting hypnotic treat- 
ments. As one prominent psychiatrist put it, “A 
patient places his pain, his trouble, his body, his 
future — his life, in the hands of his physician. 
That is a tremendous responsibility, one that can 
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be discharged only if the physician is trained, 
skilled and experienced. That same patient-phy- 
sician relationship exists between a patient and 
a hypnotist. No layman can be equipped to carry 
out the responsibilities of that relationship. On 
the other hand, a professionally trained operator, 
acting under the supervision and guidance of a 
physician who has diagnosed the case, can be told 
exactly what it is that is to be controlled. The 
skilled operator can then, and only then, use hyp- 
nosis effectively to help produce a cure in certain 
cases.” 

Dr. Shaw, who so far has refused to accept 
any fees for his hypnosis sessions, always seeks 
the approval of the patient’s physician before 
giving hypnotic treatments. Even in cases where, 
in the opinion of the patient, medical advice is 
not necessary — as in habit-breaking, stage fright, 
and so forth, Dr. Shaw requests the patient to 
consult his physician before accepting hypnotic 
treatment. 


“Suppression” and “Expression” 


Two letters indicate something of the scope 
of Dr. Shaw’s work in hypnosis. One is from a 
college student who said: “I got a mark of 100 
per cent on my take-over exam and want to 
thank you for the hypnotic treatments which 
helped so much.” The second letter is from a 
mother: “When my little girl was born, I had a 
very easy and normal delivery. My fears and 
trepidations have gone and this new baby is a 
constant joy to all of us. Whenever I find it 
necessary, I am able to relax as Dr. Shaw taught 
me.” 

“Hypnotism is used in both forms of psycho- 
therapy, suppression and expression,” Dr. Shaw 
explains. “In using the principle of suppression, 
we run into disfavor with those who believe that 
suggestions given to the patient to forget his 
problems, only drive the conflict deeper into the 
subconscious. There is no proof as to how deep 
the conflict goes. In my opinion, the conflict 
stays at its original level, but the patient is, in 
the meantime, relieved of his disturbing symp- 
toms. In numerous cases this relief brings about 
a complete change, one sufficient to produce im- 
provement — with no recurrence. Before Freud 
came along with psychoanalysis, all hypnotic 
treatments, for whatever illness, were conducted 
along the principle of suppression. Today the 
principle of expression is used in hypnotic treat- 
ment under the name of hypnoanalysis. The pa- 
tient under hypnosis is encouraged to recall the 
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repressed incidents or emotions responsible for 
the present disturbance. When face to face with 
the original cause, the conflict is released and 
the patient cured. Hypnoanalysis takes longer 
than the quicker hypnotic treatment by sup- 
pression, but it is much more permanent and 
takes only one-fifth the time required for psy- 
choanalysis.” 

Thus one form of hypnotic treatment or an- 
other is used, depending upon the case and the 
personality of the patient. As Dr. Shaw says, 
“Sometimes a cure can be obtained without using 
hypnotic sleep, through concentrated attention 
rather than passivity of mind. It is sufficient, in 
some cases, to listen attentively, sympathetically 
and without interruption while the patient re- 
lates his problems. The patient accepts your in- 
terest in him, and gradually begins to see him- 
self realistically, and then makes his own ad- 
justment.” 


Hypnosis in Dentistry 


Freud seems to have anticipated the present 
resurgence of hypnotism, for, nearly 30 years ago, 
he said that if psychotherapy should ever be- 
come widely available to the public, it would be 
necessary to return to hypnotism as a shortcut 
technique. Dr. Shaw, however, does not see any 
wide application of hypnosis, in the near future, 
especially in dentistry. Although he believes 
enough people are suggestible to provide a heavy 
potential caseload for hypnotism, he says: “Act- 
ual hypnotism for each patient by the practicing 
dentist is impossible. It is too time-consuming. 
If the public is to benefit from the use of hyp- 
notism in dentistry, it will have to be through 
group hypnosis. Individuals could be classified 
and grouped to receive mass suggestion for what- 
ever dental problem they present, so that their 
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psychobiologic disturbances could be regulated 
to improve the patients themselves as well as the 
interpersonal relationships between dentist and 
patient.” 

Referring to Dr. Edward J. Ryan’s fine book, 
PSYCHOBIOLOGIC FOUNDATIONS IN DENTISTRY, 
Dr. Shaw states that Dr. Ryan’s approach points 
the way to further uses of hypnotism in dentistry, 
explaining: “The realization that as dentists we 
are dealing with interpersonal relationships, and 
that each individual presents a personality dif- 
ferent from his normal one when he enters a 
dental office, opens the way to us for the use of 
hypnotism in educating the personality to react 
favorably towards the environment of a dental 
chair, and thereby eliminate fear of the dentist. 


“Also, if we are to accept the theory that, in 
part, caries can be related to the emotions — by 
the fact that the chemistry of the saliva is af- 
fected during emotional changes to alter its in- 
hibiting and buffering qualities in relation to the 
growth of lacto bacilli in the mouth — then hyp- 
notism can play an important part in the pre- 
vention of caries by suggestions for emotional 
control and relaxation during those stages in life 
Ryan classifies after Shakespeare as the School- 
boy (6-16), Lover (16-25), and Soldier (25-35). 
Ryan also points out that peridontal disease may 
be affected, and perhaps produced, by degenera- 
tive changes resulting from environmental forces 
which were unfavorable to the individual. Sug- 
gestion can remove the retarding mental conflict, 
perhaps in time to return the periodontal tissue 
to normal tone, color, and contour before damage 
is done. In Ryan’s fifth and sixth groups (37- 
75), we encounter the prosthetic patients who 
present every type of problem, mental and phy- 
sical, to make life miserable for the conscientious 
prosthodontist. Hypnotism and suggestion can 
work wonders on many of these patients.” 

To Tic’s readers, Dr. Shaw says: “You don’t 
have to be a hypnotist, however, to practice sug- 
gestion in dentistry. We are doing it right along, 
but an understanding of the principles of hyp- 
notism would help make our daily suggestions 
‘stick.’ The nervous patient soon becomes less 
suspicious, and learns to relax, when he finds the 
dentist is seriously interested in his welfare 
(rather than his pocketbook ). An unhurried, sure 
manner on the part of the dentist strengthens the 
Patient’s confidence in the operator. Positive 
statements made in a low, soothing voice puts 
that patient at ease, relaxes him completely, and 
makes him most cooperative.” 


In this connection it is pertinent to explain 
that prestige is as important to the hypnotist as 
it is to the physician, the dentist, lawyer and 
other professional men. The operator must have 
an impressive, commanding, dynamic person- 
ality. He must exhibit complete confidence, not 
to mislead his subject but to induce confidence 
in the patient, for suggestion depends primarily 
upon faith on the part of the patient. 


Some Erroneous Notions 


Dr. Shaw clears up some false notions about 
hypnotism. The operator, he explains, cannot 
exert any permanent influence over a patient in 
terms of dominating the patient, or having the 
patient do the operator’s will against the will of 
the patient. A person in the hypnotic state will 
not do anything he would not normally do. While 
the subconscious cannot reason, it will not find 
acceptable any suggestion that would not be 
acceptable in the normal, waking state. In other 
words, the patient under hypnosis will not do 
anything that conflicts with his wishes or his 
conscience. An amusing example of this is Shaw’s 
favorite demonstration of this truth. A mother, 
impressed by her child’s obedience to the opera- 
tor while under hypnotic sleep, whispered to Dr. 
Shaw: “Get her to do the dishes. She hates to do 
dishes and she would be most surprised to wake 
up and find she had done them.” Dr. Shaw sug- 
gested to the ten-year-old child, five times, that 
she go to the kitchen and do the dishes. Although 
it is usually not necessary to repeat a suggestion 
more than three times, the youngster refused to 
budge! Her subconscious rejected this distaste- 
ful suggestion no matter how often it was re- 
peated. 

A further check on the hypnotist is that a sec- 
ond operator can have the patient recall, in de- 
tail, any and all suggestions given to him by the 
first operator. Thus, even though a hypnotist 
and his patient might be alone during a session, 
it is possible to learn from the patient in a sub- 
sequent session what transpired during the pre- 
vious session. 

Another mistaken concept is that if the hyp- 
notist should abandon the patient while he is in 
a trance, the patient would remain in the trance 
indefinitely. What does happen is that the pa- 
tient not awakened by the operator merely 
passes into a natural sleep from which he will 
awaken in a few hours. Secrets can be brought 
out in the hypnotic state but a patient is likely 
to awaken if he is so questioned and is unwill- 
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ing to divulge such information. A person cannot 
be kept in a trance against his will. 

Contrary to general belief, the patient in a 
trance does not lose consciousness. He knows at 
all times what is going on, and sometimes even 
his eyes are open. The hypnotic state might be 
anything from a light “sleep” to a deep “trance.” 
Hypnosis is most often induced by sensory fa- 
tigue, because a weary person is more likely to 
be susceptible to suggestion. Fatiguing the eyes 
by requesting the patient to concentrate his gaze 
on a pencil, instrument, or point in space, is one 
of the more common methods of bringing about 
hypnosis, along with suggesting that the patient 
is becoming tired and predicting that he will fall 
asleep by a certain time, or when a certain num- 
ber is reached in counting by the operator. The 
patient is awakened from hypnosis by the oper- 
ator preparing him for such awakening by sug- 
gestion, by counting to a specific number, by 
snapping the fingers, or giving some other pre- 
arranged signal. 

Another erroneous notion is that suggestibility 
in hypnosis indicates lack of intelligence or 
“weak-mindedness.” As a matter of fact, persons 
of higher intelligence are more easily hypno- 
tized than others. 


For Man‘s Good 


More and more hypnotism seems to promise 
“the control of thought and action through sug- 
gestion” for man’s good. Dr. Shaw is one of those 
who believe in the possibilities of modern hyp- 
notic techniques. Impressed with his physician- 
brother’s successful use of hypnotic phenomena, 
Dentist Shaw learned in Manchester, England, 
whatever his brother could teach him, and con- 
tinued to study and apply hypnotic techniques 
all his adult life. He has learned to help men to 
help themselves. He has walked with fear-stricken 
men in the grim shadows of death and taught 
them to be unafraid. Few men can do more. A 
handful of psychiatrists in the world face a grow- 


ing legion of modern civilization’s neurotics who 
desperately need psychotherapy. Hypnotism is a 
valid short-cut form of psychotherapy for a num- 
ber of these men and women distorted by the 
pressures of our times. If all the professionally 
trained hypnotists available — most clinical psy- 
chologists and psychiatrists— worked day and 
night, they would be unable to reduce, or even 
check, the rising caseload of neurotics who might 
be helped through hypnosis therapy. Ways and 
means of using the Dr. Shaws of the world in 
an extended, medically-supervised program of 
hypnosis therapy are urgently needed. The De- 
troit dentist’s hobby developed into a hope. That 
hope became a promise —a promise fulfilled by 
Dr. Shaw’s performance. 


The Sweetest Words” 


The sweetest words of tongue, or pen, 
That find response in hearts of men, 
And stir them with a joyous thrill, 

And make them like the birdies trill, 
Are those old words, with sweet refrain, 
That light the eye, and soothe the brain, 
And faces grim, with smiles bedeck .. . 


“Dear Sir: 
Herewith, enclosed find check”! 
The sun it seems to shine more bright, 
And life is full of sheer delight! 
Ah! Magic words that never fail 
To cheer, when we go through our mail, 
And find them penned in loving hand — 
In letters scrawled, or symbols grand; 
They save the world from ruin and wreck... 


“Dear Sir: 
Herewith, enclosed find check”! 
James Edward Hungerford 
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